Background: To examine the agreement of Health Care Providers (HCPs) and patients` evaluation of quality of life on the Functional Assessment of Chronic Illness therapy -Palliative care module (FACIT-Pal) scale.
Introduction
Patients with advanced cancer are often poly-symptomatic due to the disease itself or as a result of treatments they receive. Therefore, in these patients especially, symptom control and quality of life (QOL) become more appropriate endpoints to measure, over more traditional endpoints such as survival. The assessment of QOL requires accurate and reliable instruments; various tools have been utilized to understand the needs of advanced cancer patients.
Patients with metastatic cancer often experience their own distinct symptoms and emotional issues when facing advanced cancer and its treatment. The patient's QOL is affected by many other factors; including limited mobility, reduced performance, treatment side-effects and impaired role functioning. In patients with significantly limited functional ability, it may be necessary for family members or their caretakers to complete QOL assessments. In previous studies by our group and others, it has become evident that health care providers (HCPs) and patients may prioritize their concerns differently [1] and therefore, such proxy assessment may not be reliable.
The FACIT-Pal [2] is a combination of the FACT-G [3] plus a palliative specific subscale that was designed for use in patients in palliative care. The purpose of this study was therefore to compare the relative important of issues as rated by patients and HCPs.
Methods
Sixty patients with advanced cancer and 56 health-care professionals (HCPs) involved in their care at Sunnybrook Health Sciences Centre, Toronto, Canada, evaluated all items of the FACIT-Pal on relevance and relative importance. Patient demographics were summarized as mean, standard deviation (SD), median, inter-quartiles, and ranges for age and KPS; proportions for gender, primary cancer site, clinic and Both patients and HCPs ranked the top ten most relevant and important issues. Patients were asked to consider the relevance and importance of each item to their current treatments and care, whereas HCPs were asked to answer based on their experience with palliative patients in general, not focusing on specific cases. The percentage of participants selecting each item as one of their 10 most relevant items was calculated in HCPs and patients. This study was approved by the Research Ethics Board at Sunnybrook Health Sciences Centre. All analyses were calculated by Statistical Analysis Software (SAS version 9.2 for Windows).
Results
The FACIT-Pal (Table 1 ) was presented to a total of 60 patients (Table 2 ) and 56 HCPs who participated in this study (Table 3) . Mean age of patients was 66 years, median KPS was 70, and the majority of patient participants were male (62%). Primary cancers of the prostate (33%), breast (18%) and lung (12%) were most common. Most patients had metastases to the bone, were enrolled from a radiation oncol- ogy clinic and were outpatients. The other patients had either brain or lung metastases. HCPs included in this analysis had on average 7 years of experience in their current field. The majority was radiation oncologists (43%), followed by radiation therapists (18%) and nurses (11%); genders were balanced (male: 55%). Patients and HCPs both felt items regarding personal and emotional well-being were of greatest importance. Emotional support from family (GS2: 40.9%) was ranked as most important followed by pain (GP4: 38.6%), lack of energy (GP1: 31.8%) and able to enjoy life (GF3: 29.6%) ( Table  4) . HCPs ranked pain (GP4: 73.2%), lack of energy (GP1: 63.4%), nausea (GP2: 51.2%) and dyspnea (B1: 51.2%). Patients rated nausea at 18.2 % and dyspnea at 9.1%. HCPs tended to rate physical symptoms such as nausea, vomiting and dyspnea much higher than patients. In addition HCPs rated all items as being much more important than patients (top item by HCPs rated to be included by 73%, whereas top item by patients was only 41%).
Discussion
It is generally accepted that the patients' perspective is the gold standard for the measurement of health related quality of life and as a result, they should be the primary source regarding what issues are to be included in a health related quality of life (HRQOL) assessment tool [4] . Patients are best able to define and measure their own HRQOL because it is such a subjective experience [5] . In some situations, this may not be possible and a proxy may be asked to rate a patients' QOL [6] . In general, HCPs tend to outline what is typical in any given situation and therefore provide an external evaluation of the patients' problems and symptoms. This objective perspective is also important in the development of QOL instruments because patients' improvements are evaluated based on the clinical parameters.
Our study is consistent with previous studies, in that HCPs value specific QOL concerns differently. HCPs tended to put more emphasis on physical symptoms, whereas patients prioritize psychosocial and global issues. Petersen and colleagues observed the poorest agreements between patients and physicians for social and emotional functioning (0.15 each) with best correlation in nausea/vomiting and constipation (0.54 and 0.60, respectively) [7] . Although patients ranked pain as a priority it was not of the utmost significance. Emotional support from family was the number one priority for patients. The progression of physical distress and disability and the threat of impending mortality with advanced disease may also be a challenge to the sense of self, highlighting the growing dependency on caregivers, Also of note, amongst the top ten relevant issues, patients rated two items of physical concern. All other items were psychosocial domains, whereas this was not the case for HCPs. Communication is one dimension of the therapeutic patient-physician relationship. This should include comprehensive attention in clinical interactions to patients' physical and emotional wellbeing, allowing them the opportunity to discuss their goals and their fears, and to feel considered as a whole person. In a study by Detmar and colleagues [8] , almost all patients expressed a willingness to discuss the physical and emotional aspects of their disease. However, a quarter of the patients were only willing to discuss emotional functioning at the initiative of their physician. An even greater reluctance was observed concerning the issues of social functioning and family life, with 28-36% of patients waiting for the doctor to first raise the topic and another 20% choosing not to hold a discussion on these issues at all. This suggests that patients may be uncertain about which issues are appropriate to be discussed with their physician. Physicians themselves felt that discussion of the physical aspect of their patient's health was primarily their responsibility, while a number of physicians indicated that the discussion of psychosocial health problems should be shared with other health care providers. In the case of emotional and social functioning, all physicians indicated that they generally defer the initiation of the topics to their patients.
The importance of screening for psychological disturbances, such as anxiety and depression, in cancer is now recognized as an essential part of comprehensive patient care. Guidelines for distress screening advocate comprehensive assessments of patients' emotional, physical and social or practical needs -all elements that may interfere with the ability to cope effectively with cancer and to participate in treatment [9, 10] . However, screening will only have a positive effect on patient outcomes if it is complemented by a strong institutional commitment to providing adequate treatment resources and longitudinal follow-up [11, 12] . These resources may be most acceptable when they are integrated with routine care, although there is a subset of patients who are reluctant to accept psychosocial care due to stigma, cultural beliefs or unfamiliarity with intervention of this kind. Oncologists play a critical role in normalizing, de-stigmatizing and educating such patients about the importance of psychosocial care.
Limitations of this study are its small sample size and we do not have the adequate sources for evaluation of differences in valuation between HCPs who treat the physical symptoms of cancer pain (oncologists and surgeons) from those who see patients from a broader perspective such as social workers and spiritual support workers. Overall, our study demonstrates a difference in patient and HCPs perspectives on most important issues contributing to quality of life. It is important for HCPs to recognize these differences to better understand the patients' well-being. For example, it is evident that psychosocial issues may be considered as less important for HCPs but may be a significant component of poorer quality of life for patients.
